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Department of Administrative Services
Risk Management Services Division
MILEAGE REIMBURSEMENT

EMPLOYEE

EMPLOYEE ADDRESS

CLAIM #

DATE OF INJURY

Purpose of Round Trip
Date of Visit Name of Doctor of Facility Visit Mileage

My signature on this form indicates a true representation of mileage and medical trips. | understand any
misrepresentation on miteage will be considered Fraud under the Ga Workers' Compensation Statute and subject me to
possible fines and imprisonment under Georgia Statute,

Signature Date:
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